In recent years, outsourcing of medical services has become increasingly popular due to financial reasons. We describe a case of a 35-year-old Chinese female who presented with a tender left perianal lump and worsening pain. She had a magnetic resonce imaging of the rectum performed and reported overseas but unfortunately a left ischiorectal fossa mass was missed in the initial report. Subsequently, the patient was managed on the working diagnosis of an abscess and underwent an "excisional" biopsy of her perianal lesion. The lesion was confirmed to be malignant based on histological findings and the patient underwent neoadjuvant therapies followed by wide resection of the tumour. The tumour was eventually diagnosed as unclassified malignant spindle cell neoplasm. The patient eventually developed metastases in the lungs and bilateral inguinal lymph nodes and passed away six months post-operatively.
INtrODUCtION
In recent years, rising healthcare costs have driven patients with financial constraints to seek medical services aboard. As a result, outsourcing of medical services has become increasingly popular as patients bypass their own healthcare systems and shop for comparable alternatives that offer the best value 1 . However, caution must be exercised when selecting overseas healthcare providers as they may be subjected to different standards of governance and are influenced by commercial interests.
We describe a case of malignant spindle-cell sarcoma of the perineum that was misreported on an overseas magnetic resonance imaging (MRI) scan. This case serves to highlight the potential risks when seeking medical services aboard.
CASE rEPOrt
A 35-year-old Chinese female presented to our Orthopaedic department in late December 2011 with a one-month history of worsening left perineal pain that was worse on sitting. Examination revealed a slightly tender 3 cm lump at the one o'clock position from the anus, in the left urogenital triangle. Hence, she was referred to the Colorectal Department for further management.
The patient was subsequently requested to undergo a pre-operative MRI of the rectum in order to identify any fistulas or sinus tracts and to delineate the extent of the lesion. This initial MRI was performed and reported at an overseas centre of the patient's choice. The original report stated that there were inflammatory changes in the right gluteal region but no mass lesion was seen. Hence, Proceedings of Singapore Healthcare  Volume 22  Number 4  2013 the Colorectal team proceeded with an "excisional" biopsy in mid-January 2012, based on a working diagnosis of an abscess. Intra-operatively, the lesion was found to be adherent to the ischium with surrounding myxoid content and it was assumed to be an infected ischial bursa.
However, the pain was worsening despite clinical signs of recovery and four weeks post-operatively, the histological findings indicated that the lesion was part of a myxoid tumour with multifocal keratin expression. In view of the unexpected findings, a second opinion of the pre-operative MRI films was sought from our radiologist. Our radiologist had noted the presence of an ill-defined mass that was hyperintense post-contrast in the left ischiorectal fossa and the lesion had invaded through the pelvis with extension to the vaginal wall ( Fig. 1 and 2) (please see overleaf ). A repeat MRI confirmed the presence of a 7.3 x 3.0 x 4.5 cm mass in the left perineal region with involvement of the ischium, vagina, and external anal sphincter.
Subsequent radiological staging studies were negative for metastases and confirmed a locally advanced tumour. There was concern that the initial histological specimen was unrepresentative of the main lesion. Hence, the patient was referred to the Orthopaedic Oncology team and a core needle biopsy of the lesion was performed, which showed a low-grade, atypical, myxoid and round cell neoplasm. In view of the unusual histological findings, a second opinion was sought and several differential diagnoses were put forth. However, uncertainty regarding the diagnosis remained. Following tumour board discussions, the patient was offered neoadjuvant chemotherapy with ifosfamide and concomitant high-dose radiotherapy with the aim of cytoreduction to avoid extensive local surgery. A post-treatment MRI in June showed no change in the tumour.
Resection of the tumour was performed by the Orthopaedic Oncology and Gynaecology teams and a colostomy was fashioned by the Colorectal team. The tumour was resected en-bloc together with the ischial tuberosity, lateral and posterior walls of the vagina and anorectum. Intra-operative frozen sections of excision margins were taken to help determine clear surgical margins. The defect was subsequently reconstructed by the Plastic Surgery team using a rectus abdominus rotation flap. The tumour was sent for histology and after much deliberation, it was labelled as unclassified malignant spindle cell neoplasm. Post-operatively, the patient required multiple blood transfusions and was discharged home 15 days later.
During the third month follow-up, the patient presented with a firm mass in her right inguinal region and new onset of pleuritic chest pain with shortness of breath. A computed tomography scan of her chest, abdomen, and pelvis showed new metastases in the lungs and bilateral inguinal lymph nodes. Palliative management was commenced and the patient was offered further chemotherapy for symptom control. However, she declined further chemotherapy and eventually passed away three months later.
DISCUSSION
Spindle-cell sarcomas comprise a group of soft tissue sarcomas that are characterised by the microscopic appearance of spindle-shaped neoplastic cells. It can be classified into two subgroups -one subgroup with a clear differentiation belonging to a specific lineage (e.g. fibrosarcoma, leiomyosarcoma), and another poorly differentiated subgroup with uncertain lineage 2 . Radiological investigations may provide a clue to the lineage of the sarcoma and are essential for surgical planning and staging. MRIs are currently the modality of choice for investigation of sarcomas 3 . However, the quality of the pre-operative MRI images was severely lacking in this case and the mass lesion was only detected by our musculoskeletal radiologist in retrospect. Unfortunately, it was not routine practice to seek a second opinion on external radiological investigations and inaccuracies in the initial report subsequently resulted in mismanagement of the sarcoma.
Due to the rarity and heterogeneous nature of spindle-cell sarcomas, the histological diagnosis of such neoplasms remains a challenge despite advancements in cancer cytogenetics and immunohistochemistry. An accurate histological diagnosis requires an appropriately performed biopsy and it has been shown that poorly executed biopsies can result in significantly higher rates of diagnostic errors and complications 4 . Therefore, biopsies of sarcomas should preferably be performed at the treating institute by an experienced surgeon who will also perform the definitive resection 3, 4 . Ideally, the pathologist should be consulted, prior to the biopsy, to discuss Proceedings of Singapore Healthcare  Volume 22  Number 4  2013 It is well documented that medical tourism offers significant financial benefits for the less privileged patients 1, 6 . As evidenced by this case, there are legitimate concerns that healthcare for medical tourists may be compromised due to a lack of medical expertise or obsolete medical equipment 6 . The missed radiological diagnosis of a sarcoma in this case may have adversely influenced the subsequent management and outcome of this patient. Although certain overseas institutes provide excellent healthcare at significantly lower cost, identifying such centres are a challenge, especially for the layperson. Therefore, the risks and benefits of seeking medical services abroad should be carefully weighted and second opinions should be sought when in doubt.
rEFErENCES the differential diagnoses and review the imaging in order to maximise diagnostic success.
In this case, the initial "excisional" biopsy was inadequate since only part of the tumour was sampled and as a result, the initial pathology report had labelled the sarcoma as a "myxoid tumour". A core needle biopsy or incisional biopsy would be more appropriate to achieve a representative sample of the tumour. Furthermore, frozen sections could be obtained which could have alerted the surgeon intra-operatively and potentially minimised the four-week delay before the misdiagnosis was discovered.
Surgical resection remains the mainstay of treatment for soft tissue sarcomas and wide resections with clear margins are the gold standard. Comparatively, surgical resections with positive margins have been shown to increase the risk of local recurrence, metastases, and mortality 5 . This case also highlighted the need for collaboration between multiple surgical specialties for successful execution of the surgical plan. In addition, the treatment of sarcomas requires utilisation of neoadjuvant and adjuvant therapies for optimal outcomes. Unfortunately, for this patient, there was distant recurrence despite wide resection of the tumour and aggressive management with neoadjuvant chemotherapy and radiotherapy. This tragic case reinforces the importance of an early diagnosis and prompt referral to an experienced multi-disciplinary team at a tertiary centre.
